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Background: There is evidence that incarcerated people show higher rates of symptoms of 
psychopathology. In the present study, we assessed male Iranian incarcerated people with 
borderline personality disorders (BPD) and investigated the occurrence of past and current 
trauma and their associations with dissociative experiences.
Methods: A total of 69 male Iranian incarcerated people (mean age: 33.76 years) diagnosed 
with PBD completed questionnaires covering sociodemographic information, dissociative 
experiences, and past and current traumatic events.
Results: Participants reporting the occurrence of childhood trauma also reported the occur-
rence of adulthood trauma. Dissociation and adulthood trauma were associated in 
a U-shaped, non-linear fashion: Low and high adulthood trauma were associated with higher 
dissociation. Younger age, the presence of childhood trauma, and being single or divorced 
predicted adulthood trauma.
Conclusion: The pattern of results suggests that both childhood and adulthood trauma are 
highly prevalent among male incarcerated people, while the association between adulthood 
trauma and dissociation appeared to be more complex. When treating male incarcerated 
people, a complex interplay between past and current traumas and dissociation should be 
considered.
Keywords: male incarcerated people, childhood trauma, adulthood trauma, dissociation, 
borderline personality disorders
Introduction
It is estimated that about nine million individuals (1% of the world population) are 
temporary or permanently imprisoned, and about 30 million individuals are released 
worldwide from prison every year.1
Numerous studies have shown that, compared to the general population, incar-
cerated people have higher rates of mental disorders.2–4 This holds true for instance 
for female incarcerated people in Canada,2 or for incarcerated people in low- and 
middle-income countries.3 Henry5 analyzed data of 18ʹ185 incarcerated people in 
State and Federal Correctional Facilities in the USA and identified high rates of 
adverse childhood and adulthood experiences, mental health and substance use 
disorders. Further, Fazel et al4 reported in their systematic review of publications 
on female incarcerated people and older adult incarcerated people that mental 
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health issues ranged from 3.6% (psychotic illnesses) up to 
60% (drug misuse). But Fazel, Hayes et al4 also mentioned 
that studies did not thoroughly report which diagnostic 
classifications were used, and who diagnosed incarcerated 
people’s psychiatric disorders. Baranyi et al3 included in 
their systematic review (SR) and meta-analysis (MA) stu-
dies from low- and middle-income countries such as 
Brazil, India, Turkey, Egypt, Chile, South Africa, Sri 
Lanka, Nigeria, Burkina Faso, South Sudan, Iran, Togo, 
and Malaysia. To assess psychiatric disorders, either the 
DSM-III-R, the DSM-IV or the ICD 10 were used. Baranyi 
et al3 reported the following prevalence rates: psychosis: 
6.2%; major depressive disorders: 16.0%; alcohol use dis-
order: 3.8%; substance use disorder: 5.1%. Further, and 
compared to the general population, Baranyi et al3 
reported the following risk ratios among incarcerated peo-
ple: non-affective psychosis: 16-fold higher risk; major 
depression and illicit drug use disorder: six-fold higher 
risk; alcohol use disorders: two-fold higher risk. Note 
that in most countries mentioned in Baranyi et al3 for 
religious reasons alcohol is prohibited; accordingly, the 
prevalence rates of alcohol misuse were lower, when 
compared to Western countries. Finally, Conn et al6 used 
self-ratings and experts’ rating based on the DSM-IV and 
showed that among a sample of incarcerated people in the 
USA both personality disorder and substance use disorders 
appeared to be more frequent, when compared to the 
general population.
Reingle Gonzalez and Connell7 gathered data from 
18ʹ185 incarcerated people in the US; to assess psychiatric 
disorders, participants reported whether they had been 
given a psychiatric diagnosis (based on the DSM-IV) by 
a mental health professional such as a psychiatrist or 
psychologist. Reingle Gonzalez and Connell7 found in 
their study that incarcerated people’s mental health issues 
were not adequately addressed, and that a poorly adequate 
treatment of psychiatric issues was correlated with higher 
risks of recidivism and health care costs, once a prisoner 
was released.
Last, as regards suicidal behavior, Marzano et al8 and 
Valizadeh et al9 reported strong associations between psy-
chiatric disorders and suicidal behavior among incarcer-
ated people; specifically, psychiatric morbidity and 
comorbidities, and trauma, along with social isolation, 
increased the risk of suicidal behavior.8 Likewise, most 
recently, Favril et al10 showed in their SR and MA of 35 
studies from 20 countries including 663ʹ735 participants, 
that 3.8% of them reported self-harm-related behavior. 
Among other factors, current psychiatric diagnoses, parti-
cularly major depressive disorders and borderline person-
ality disorder (BPD), and experiencing sexual or physical 
victimization were important predictors of self-harm. 
Importantly, beside misuse of multiple substances, BPD 
was also a strong predictor of self-harm among a larger 
sample of incarcerated people reporting self-harming 
behavior.11
To summarize, studies from countries with different 
cultural, religious and economical background showed 
that psychiatric disorder is a general health concern 
among incarcerated people. Specifically, personality dis-
orders are frequently observed; as a result, in the present 
study, we focused on male incarcerated people with bor-
derline personality disorders (BPD).
To describe BPD, Leichsenring, Leibing, Kruse, New 
and Leweke12 reported in their overview that BPD is 
a common mental disorder characterized by a profound 
pattern of instability. This instability concerns communica-
tion and interpersonal relationships, identity, impulsivity, 
and affect. Typically, individuals with BPD show suicidal 
tendency, self-injury and unstable relationships. 
Individuals with BPD report disturbed relatedness, beha-
vioral dysregulation, affective dysregulation, and chronic 
feelings of emptiness. Leichsenring et al12 further empha-
sized that in the general population the prevalence rates of 
BPD range from 0.5% to 5.9%, while in clinical popula-
tions, BPD is the most common personality disorder (pre-
valence rate: about 10%). Further, typically, individuals 
with BPD suffer from anxiety and depressive disorders, 
and substance misuse. The diagnose of post-traumatic 
stress disorder (PTSD) is often observed, but not universal 
in all individuals with BPD.
Last, as regards the etiology of BPD, genetic and 
environmental factors, and a gene–environment interaction 
appear to describe best the emergence of BPD. 
Specifically, a genetic susceptibility to BPD appears to 
be further enhanced by adverse childhood experiences 
such as physical and sexual maltreatment and psychologi-
cal maltreatment such as psychological and social neglect.
As regards the situation of incarcerated people in Iran, 
there are currently more than 163,000 incarcerated people. 
Following Sepehrmanesh et al,13 the prevalence of psy-
chiatric disorders among Iranian incarcerated people was 
75% in Shiraz and 88% in Tehran, and with prevalence 
rates for personality disorders of up to 88% in the 
Sanandaj prison in Northwestern Iran. Note that in the 
study of Sepehrmanesh et al,13 trained psychiatrists and 
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clinical psychologists diagnosed participants based on the 
DSM-5. Valizadeh et al9 screened publications on psychia-
tric disorders in Iranian incarcerated people. The key 
inclusion criterion for their SR and MA was that psychia-
tric and clinical interviews were based on the DSM-IV. 
Further, Valizadeh et al9 found that based on a thorough 
clinical interview 24% of incarcerated people suffered 
from antisocial personality disorders, and 7.1% of incar-
cerated people suffered from BPD. In this respect, several 
studies have shown that a thorough treatment of psychia-
tric disorders among incarcerated people was associated 
with current and future health and behavioral issues.
As regards psychiatric disorders in adulthood, previous 
work has shown that about half of all psychiatric issues 
emerge during childhood and early adolescence,14,15 and 
that these psychiatric issues continue into late adolescence 
and adulthood. For example, Mohr-Jensen and 
Steinhausen16 showed in their SR and MA that diagnosis 
of childhood attention-deficit/hyperactivity disorder was 
associated with a higher risk of antisocial behavior and 
incarceration in later life. Typically committed crimes 
were those related to theft, assault, drugs and weapons.
Additionally, childhood maltreatment is one of the 
main causes of psychiatric issues in adolescences and 
adulthood.17 Konkoly et al18 showed in their systematic 
review that exposure to interpersonal trauma during child-
hood increased the risk of substance use disorders (in 
particular alcohol abuse) in later life. Not surprising, child-
hood and adulthood adversity were important determinants 
of poor mental health and high prevalence rates of sub-
stance use disorders among a larger sample of incarcerated 
people.5
Further, dissociation often occurs as a coping response to 
psychological trauma when the individual’s skills for emo-
tion regulation are insufficient to control and monitor the 
emotional experience during and after the traumatic event. 
Following others,19–21 dimensions of dissociation are char-
acterized by the disruption and/or discontinuity in the normal 
integration of consciousness, memory, identity, emotion, 
perception, body representation motor control, and behavior. 
Typically, a person with symptoms of dissociation reports 
unwanted disruptions of consciousness and behavior, accom-
panied by the loss of continuity of subjective experience. 
Dissociation is thus understood as a psychological process 
to cope with traumatic events, and is comprised of the fol-
lowing dimensions: depersonalization, derealization, time 
distortion, dissociative flashbacks, alterations in the percep-
tion of the self. Scalabrini et al22 reported that these 
dimensions are often observed in, but not limited to, indivi-
duals with borderline personality disorders (BPD). Likewise, 
Vermetten and Spiegel19 and Sar et al23 reported higher 
dissociation scores in individuals with spectrum BPD, 
again compared to healthy controls. Vermetten and 
Spiegel19 also reported that, compared to healthy controls, 
individuals with BPD had higher childhood trauma rates, 
while Tyrka et al24 emphasized that childhood maltreatment 
increases the risk of suffering from personality disorder 
symptoms, and not only BPD as such. Further, 
Leichsenring et al12 emphasized that genetic and environ-
mental factors and a gene–environment interaction appear to 
best describe the emergence of BPD.
However, to our knowledge, evidence on the associa-
tion between BPD and childhood trauma is not so far 
available for Iranian male incarcerated people. The first 
aim of the present study, therefore, was to investigate 
dissociation rates in a sample of male incarcerated people 
with BPD, while the second aim was to determine whether 
and if so to what extent dissociations were related to self- 
reported childhood or adulthood traumas.
For the following reasons, we believe that findings 
from this study may be of importance. First, mental dis-
orders such as antisocial behavior and personality disor-
ders are strongly associated with involvement in crime. 
Second, if BPD is related to childhood or current trauma, 
treatment options should take these traumatic experiences 
into account. Third, results from the study may have 
implications for treatment once an individual with BPD 
is released from prison. Last, to the best of our knowledge, 
no such studies on the associations between past and 
current trauma and dissociation have been performed so 
far in Iran; if this is the case, the present study might have 
the potential to add to our understanding of the association 
between childhood, adulthood trauma, and dissociative 
symptoms in a further way.
The following two hypotheses and one research ques-
tion were formulated. First, following others,17,19 we 
expected that childhood trauma would be more often 
reported by male incarcerated people with BPD, compared 
to normative data.25 Second, following others,19,22,23 we 
expected an association between levels of dissociation and 
the prevalence rates of self-reported childhood and cur-
rent/adulthood trauma. Third, we treated as an exploratory 
research question whether age, civil status, levels of dis-
sociation and the prevalence rates of self-reported child-
hood could predict current/adulthood self-reported trauma. 
The exploratory research question is based on the 
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assumption that childhood trauma and the degree of dis-
sociation might be concomitantly and negatively asso-
ciated with adulthood trauma, and that sociodemographic 
dimensions such as higher age, marital status as a proxy of 
social relationships, and educational levels as a proxy of 
more economic and cognitive resources might counterba-
lance the presence of adulthood trauma.
Methods
Procedure
Male incarcerated people of the central prison of 
Kermanshah (Kermanshah, Iran) were approached to par-
ticipate in the present study. The central prison of 
Kermanshah serves the city of Kermanshah (about 
1.1 million habitants) and the catchment area of 
Kermanshah Province (about 900ʹ000 habitants). Eligible 
participants were fully informed about the aims of the 
study and the confidential data handling. Most importantly, 
to exclude participation due to misleading expectations, 
eligible participants were fully informed and assured that 
the participation or non-participation to the study neither 
had advantages nor disadvantages as regards the status of 
imprisonment and any kind of treatment. Thereafter, they 
signed a written informed consent. Next, participants com-
pleted a series of questionnaires covering sociodemo-
graphic information, retrospectively assessed childhood 
trauma, and current dimensions of dissociation and current 
trauma. The ethics committee of the Kermanshah 
University of Medical Sciences (KUMS, Kermanshah, 
Iran; KUMS.REC.1394.497) approved the study which 
was performed in accordance with rules laid down in the 
seventh and current form26 of the Declaration of Helsinki.
Sample
The sample consisted of 69 male incarcerated people. 
Inclusion criteria were: 1. Age between 18 and 65 years. 2. 
Diagnosis of BPD, as ascertained by an experienced and 
trained clinical psychologist, and based on the SKID II clinical 
interview for DSM-IV personality disorders.27 3. Willing and 
able to comply with the study requirements. 4. Signed written 
informed consent. Exclusion criteria were: 1. Current state of 
psychosis. 2. Current suicidality. 3. Axis-I psychiatric disor-
ders, as ascertained by an experienced and trained clinical 
psychologist based on the DSM IV interview,28 except tobacco 
use disorder or cannabis use. 4. Current physical illness such 
as chronic pain, infectious diseases, allergies, and needing 
special medication with possible mood-, pain-, or memory- 
altering effects. 5. Withdrawal from the study.
Note that being illiterate was not an exclusion criterion; 
in this case, a psychologist conducted an interview and 
assisted the participant in completing the questionnaires.
Tools
Sociodemographic Information
Participants reported on their age, marital status (single, 
married, divorced, widowed), highest educational level 
(illiterate and elementary school; guidance school (most 
modest level of mandatory secondary school) and high 
school; academic level), current job (yes vs no), living 
area (urban vs rural area), and type of crime committed.
Dissociative Experiences Scale (DES)
The Dissociative Experiences Scale (DES)29 is a self- 
report questionnaire for dissociative experiences and con-
sists of 28 items. Ghaffarinejad et al30 reported satisfactory 
psychometric properties of the Persian version. A typical 
item is: “I have had this experience that I have felt that 
other people, other objects and the world around me are 
not real.” Answers are given on 10-point rating scales with 
the anchor points 0% (= never) to 100% (= always); higher 
mean scores reflect a more pronounced experience of dis-
sociation. The overall score ranges from 0% to 100%. 
Additionally, the following categories were used: 0–15%: 
no dissociative experience; 15.1–20%: some dissociative 
experiences; 20.1–30%: elevated dissociative experiences; 
30.1–40%: clearly elevated dissociative experiences and 
suggestive of PTSD or Dissociative Disorder Non 
Otherwise Specified (DDNOS); 40.1 points or higher: 
high possibility of Dissociative Identity Disorder (DID), 
or increased likelihood of DID. The scores were also used 
as continuous variable, as evidence shows that the odds of 
having a dissociative disorder increases with higher scores.
Traumatic Events
The Traumatic Experience Checklist31,32 was employed to 
assess past and current traumatic events. It consists of 
13 items; six items refer to traumatic experiences during 
childhood and adolescence (eg, “Sexual contact before you 
were 18 with somebody who was 5 or more years older 
than you”; “life-threatening illness”); seven items refer to 
recent or traumatic events during adulthood (eg, “impri-
sonment”; “torture”; “sexual assault by a family member 
or someone you know”). Answers are given in a forced- 
choice dichotomous fashion (no = 0; yes =1) and with 
Golshani et al                                                                                                                                                        Dovepress
submit your manuscript | www.dovepress.com                                                                                                                                                                                                                    
DovePress                                                                                                                                   
Neuropsychiatric Disease and Treatment 2020:16 2410
higher sum scores reflecting a greater frequency of trau-
matic events.
Statistical Analysis
A one-sample t-test was computed to compare normative 
levels of childhood trauma (7.1%25) with the occurrence of 
childhood trauma in the present sample. Pearson’s correla-
tions were computed to determine associations between 
symptoms of dissociation (continuous variable), the sum 
of childhood and adulthood trauma (continuous variables), 
and participants’ age. Further, visual inspections of scatter 
plots revealed non-linear associations between dissociation 
and adulthood trauma, and between age and adulthood 
trauma. Accordingly, two non-linear correlation computa-
tions were performed.
Associations between the categories of dissociation 
(no dissociation; some experiences of dissociation; ele-
vated experiences of dissociation; clearly elevated 
experiences of dissociation; high possibility of dissocia-
tive identity disorder) and the occurrence of childhood 
(yes vs no) and adulthood (yes vs no) trauma were first 
determined by an ordinal logistic regression model and 
afterwards with two independent Chi-square tests. Next, 
with a multiple regression analysis we examined 
whether the adulthood trauma (continuous variable) 
could be predicted as a function of sociodemographic 
information (age, marital status, highest educational 
level), childhood trauma and the degree of dissociation 
(continuous variables).
The nominal level of significance was set at alpha 
� 0.05. All statistical computations were performed 
with SPSS® 25.0 (IBM Corporation, Armonk NY, 
USA) for Apple Mac®.
Results
Sociodemographic Results
Table 1 provides the sociodemographic characteristics of 
participants.
A total of 69 male incarcerated people (mean age: 
33.76 years; SD = 5.74; range: 25–48 years) with border-
line personality disorder participated in the present study. 
The majority were either single or married. In addition, 56 
(81.2%) reported at least one type of childhood abuse, 
while 13 (18.8%) reported no childhood abuse. Similarly, 
61 (88.4%) participants reported a current/adult traumatic 
event, while 8 (11.6%) did not.
Table 1 Frequency and Percentage of Demographic 
Characteristics, Dissociative Symptoms, Childhood Traumas, 




Age (years) 33.72 (5.74)
Educational level
Illiterate and elementary school 7 10.1
Guidancea and high school 43 62.3









Urban areas 62 89
Rural areas 7 10.1
Childhood trauma
No reported childhood trauma 13 18.8
At least one reported childhood trauma 17 24.6
At least two reported childhood traumas 16 23.2
At least three reported childhood traumas 16 23.2
At least four reported childhood traumas 4 5.8
At least five reported childhood traumas 1 1.4
At least six reported childhood traumas 2 2.9
Adulthood trauma
No reported adulthood trauma 8 11.6
At least one reported adulthood trauma 13 18.8
At least two reported adulthood traumas 12 17.4
At least three reported adulthood traumas 11 15.9
At least four reported adulthood traumas 14 20.3
At least five reported adulthood traumas 6 8.7
At least six reported adulthood traumas 4 5.8




Type of crime committed
Theft 38 55.1
Dispute 6 8.7
Drug dealing 20 29
Kidnapping 2 2.9
Gambling 1 1.4
Financial cheating 1 1.4
Familial issues 1 1.4
Notes: a guidance school = most modest level of mandatory secondary school.
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Occurrence of Childhood Trauma (%), 
Compared to Normative Data
The occurrence of childhood trauma was 81.2%, which 
was significantly higher than the value for normative data 
(7.1%; t(68) = 109.41, p < 0.001).
Childhood and Current Adulthood 
Trauma and Dissociation
Table 2 reports the descriptive statistical indices and the 
correlation coefficients (which are not repeated in the text 
anymore). Symptoms of dissociation were statistically 
unrelated to childhood trauma, to adulthood trauma and 
to age. Higher childhood trauma was statistically signifi-
cantly associated with adulthood trauma, but not with age. 
Higher adulthood trauma was associated with younger age.
A visual inspection of the scatter plot between scores 
of dissociation and adulthood trauma showed that the 
linear correlation obscured the more complex association, 
while a non-linear and U-shaped computation was more 
precise: both lower (0–2) and higher adulthood trauma 
scores (5–7) were associated with higher scores of disso-
ciation (R2 = 0.281, r =0.53, p < 0.001).
Next, a further visual inspection of the scatter plot 
between age and adulthood trauma showed that the nega-
tive linear correlation (r = −.28) obscured the more com-
plex correlation, while a non-linear computation showed 
a correlation coefficient of r = 0.47 (p < 0.001; R2 = 0.22). 
More specifically, the U-shaped curve showed that both 
lower (0–2) and higher adulthood trauma scores (5–7) 
were associated with higher age, while 2–5 scores were 
associated with lower age.
Next, to predict the categorical variables of dissocia-
tion (no dissociation; some experiences of dissociation; 
elevated experiences of dissociation; clearly elevated 
experiences of dissociation; high possibility of dissociative 
identity disorder), and childhood trauma (yes/no) and 
adulthood trauma (yes/no) an ordinal logistic regression 
model was performed. The model fit wasX2(N = 69, df 
= 2) = 3.35, p = 19; or in other words: the predictors 
(childhood and adulthood traumas) could not statistically 
sufficiently explain the degree of dissociation. Given this, 
two separate X2-tests were performed. Table 3 reports the 
associations of categorical variables of dissociation (no 
dissociation; some experiences of dissociation; elevated 
experiences of dissociation; clearly elevated experiences 
of dissociation; high possibility of dissociative identity 
disorder), and childhood trauma (yes/no) and adulthood 
trauma (yes/no). The presence of childhood trauma was 
associated with a higher category of dissociation; the pre-
sence of adulthood trauma was not associated with 
a higher category of dissociation (statistical indices in 
Table 3).
Predicting Current/Adulthood Trauma
Table 4 reports the statistical indices of the multiple 
regression analysis with current/adulthood trauma as out-
come variable and sociodemographic characteristics and 
childhood trauma and the degree of dissociation (always as 
continuous variables) as predictors.
Higher childhood trauma scores predicted higher cur-
rent/adulthood trauma scores; descriptively, lower age, and 
being single or divorced also predicted higher current/ 
adulthood traumas, while level of education and degree 
of dissociation (continuous dimension) were not signifi-
cant predictors (p > 0.05) and were excluded from the 
equation.
Discussion
The key findings of the present study were that, among 
a small sample of adult Iranian male incarcerated people 
with borderline personality disorders (BPD), retrospec-
tively self-reported childhood trauma was related to cur-
rent/adulthood trauma. Furthermore, compared to 
Table 2 Descriptive Statistical Indices and Correlation Coefficients of Symptoms of Dissociation, Childhood Trauma, Adulthood 
Trauma and Age (Always Continuous Variables)
Symptoms of 
Dissociation
Dimensions Adulthood Trauma Age Descriptive Statistics
Childhood Trauma M (SD)
Symptoms of dissociation – 0.18 0.03 −0.22 38.36 (17.33)
Childhood trauma – 0.39** −0.18 1.88 (1.44)
Adulthood trauma – −0.28* 2.71 (1.38)
Age (years) – 33.72 (5.74)
Notes: *p < 0.05; **p < 0.01.
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normative data, the childhood trauma rates for participants 
were significantly higher. Next, current/adulthood trauma 
was predicted by lower age, the occurrence of childhood 
trauma, and being single or divorced, while symptoms of 
dissociation were not related. Last and most importantly, 
two non-linear and U-shaped correlational computations 
showed that adulthood trauma and age and scores of dis-
sociation were associated in a more complex fashion: Very 
low and very high scores of adulthood trauma were asso-
ciated with older age and with higher scores of dissociation. 
The present results add to the current literature in an impor-
tant way in showing a link (though moderate) between 
childhood trauma and adult trauma, in showing that 
younger, single or divorced male incarcerated people with 
borderline personality disorders were particularly likely to 
have higher scores for current/adulthood traumata, and 
above all in showing unexpected and novel non-linear asso-
ciations between dissociation and adulthood trauma.
Two hypotheses and one research question were for-
mulated and each of these is considered in turn.
Our first hypothesis was that prevalence rates for self- 
reported childhood trauma would be higher in male incar-
cerated people with BPD than the values for normative 
data, and this was confirmed. Accordingly, this result is 
consistent with findings previously reported in this 
field.17,19 However, with the present data, we expand 
upon previous findings in confirming this pattern among 
male incarcerated people in Iran, and in showing an asso-
ciation between childhood trauma and current trauma.
An issue appears to be the characteristics of normative 
data. While we relied on a recently published paper,25 
aSR and MA in this field in Iran reported estimated pre-
valence rates for, respectively, childhood physical and 
emotional abuse of 43.6% and 64.5%.33 Currently, we 
have no explanation as to why prevalence rates differ 
between studies. It is possible that assessment tools, 
Table 4 Multiple Linear Regression with Current/Adulthood Trauma as Outcome Variable, and Childhood Trauma, Dissociation and 
Sociodemographic Variables as Predictors
Dimension Variables Coefficient Standard Error Coefficient β t p R R2 Durbin-Watson
Adulthood trauma Intercept 2.97 1.83 - 1.62 0.11 0.49 0.24 2.08
Childhood trauma 0.49 0.14 0.39 3.41 0.01
Age -0.07 0.04 -0.22 1.94 0.06
DES scores1 -0.00 0.01 -0.04 0.33 0.75
Marital status2 0.06 0.35 0.19 1.69 0.09
Educational level3 0.10 0.19 0.06 0.55 0.59
Notes: continuous variable. 2 categorization of marital status: 1 = married; 2 = single; 3 = divorced. 3 categorization of educational levels: 1 = illiterate and elementary 
school; 2 = guidance and high school; 2 = academic level. 
Abbreviation: DES, Dissociative Experience Scale.
















n (% of 69) n (% of 69) n (% of 69) n (% of 69) n (% of 69) n (% of 69)
Childhood 
trauma
Yes 56 (81.2) 7 (10.1) 5 (7.2) 3 (4.3) 9 (13.0) 32 (46.4) X2(N = 69, df 
= 4) = 9.47*
No 13 (18.8) 3 (4.3) 1 (1.4) 4 (5.8) 1 (1.4) 4 (5.8)
Adulthood 
trauma
Yes 61 (88.4) 9 (13.0) 5 (7.2) 5 (7.2) 2 (2.9) 32 (32.4) X2(N = 69, df 
= 4) = 3.46 ns
No 8 (11.6) 1 (1.4) 1 (1.4) 2 (2.9) 0 (0.0) 4 (5.8)
Notes: *p < 0.05. 
Abbreviations: DID, dissociative identity disorder; ns, not significant.
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respondents (parents; teachers; children), anonymity guar-
antees and other unknown factors might have contributed 
to the large discrepancies in prevalence rates reported in 
previous studies. However, the key concern was to com-
pare participants’ remembered childhood trauma with cur-
rent childhood trauma prevalence rates as “normative 
data”. To this end, the following key criteria were estab-
lished: 1. Most recent data; 2. Original data from Iran; 3. 
No meta-analyses or meta-regressions, as such analyses 
may obscure and bias more fine-grained patterns of results; 
4. Data were gathered anonymously to avoid social con-
straints; 5. Children completed the questionnaires; 6. Use 
of an appropriate self-rating tool to assess childhood 
trauma. The publication of Shamohammadi et al25 satisfied 
all key criteria: Shamohammadi et al25 run their study in 
2018 and published the data in 2019 (criteria 1 and 3); 
they assessed a sample of Iranian 608 children (mean age: 
11.5 years; 51.5% females) (criteria 2 and 5); participants 
completed anonymously the Trauma Symptoms Checklist 
for Children (criteria 4 and 6). Given this background, the 
decision to rely on the publication of Shamohammadi 
et al25 was very well considered.
Our second hypothesis anticipated an association 
between levels of dissociation and the prevalence rates 
for self-reported childhood and current/adulthood trauma. 
At a first glance, this assumption was not fully supported: 
Although higher scores for childhood trauma were asso-
ciated with dimensions of current dissociation, the dimen-
sions of current dissociation were apparently not 
associated with current/adulthood trauma. This finding 
deserves particular attention in that it appears that disso-
ciation, which is to say the splitting of psychological 
processes such as perception, memory, emotion regulation, 
consciousness and identity, was not related to currently 
experienced traumas but to traumas experienced in child-
hood (and adolescence). This pattern of results is at odds 
with previously reported findings.19,22,23 Briere34 observed 
that among the general population only 8% of those 
experiencing childhood trauma also reported symptoms 
of dissociation. On the other hand, nine out of ten indivi-
duals who reported two or more symptoms of dissociation 
also reported traumatic events in childhood and adoles-
cence. Briere34 concluded that traumatic experiences in the 
past are important but not by themselves a sufficient factor 
to trigger symptoms of dissociation and that other factors 
such as current critical life events, posttraumatic stress, 
and poor emotion regulation skills might be among the 
significant additional conditions needed to trigger and 
maintain symptoms of dissociation.
However, at a second glance, the linear correlational 
computation (r = 0.03) obscured the non-linear and 
U-shaped association between dissociation and adulthood 
trauma (r = 0.53). Both low and high adulthood trauma 
scores were associated with higher scores of dissociation, 
while medium adulthood scores were associated with lower 
scores of dissociation. The quality of the data does not allow 
a deeper understanding of such kind of non-linear associa-
tion. Though speculative, the following assumptions are 
made: 1. It is plausible that participants reporting high adult 
trauma also report high scores of dissociation.19,21,23,35 2. By 
definition, dissociation is a coping strategy to deal with 
particularly threatening and unbearable situations.19,21,23,35 
It is therefore conceivable that individuals experiencing 
recently particularly threatening situations are aware to dis-
sociate, while the trigger of such dissociations remains 
obscured, and accordingly not reported in the questionnaires. 
3. Relatedly, participants experiencing very recently trau-
matic events developed very quickly sings of dissociation; 
we were unable to test this hypothesis with the present data, 
and a literature search did not answer to the question of how 
much time it needs to develop signs of dissociation after 
a traumatic event. 4. Relatedly, being in prison and experien-
cing prison life might be a traumatic event per se; it is there-
fore conceivable that participants being in prison for the first 
time might have been at particular risk to develop quickly 
signs of dissociation. 5. Symptoms of dissociation are not 
fully related to current/adulthood trauma, but to childhood 
trauma (as shown in previous computations). 6. The pattern 
of results is an epiphenomenon of latent, but unassessed 
dimensions, which might have biased both scores of disso-
ciation and scores of adulthood trauma in the same and in 
opposite directions. In this view, 7., Leichsenring et al12 
mentioned that the emergence of BPD is related to genetic, 
environmental, and the gene–environment interactions. It is 
therefore possible that participants with a framework of 
particularly disadvantaged gene-environment-interaction 
were also at increased risk to suffer from dissociations. 8. 
The questionnaire on current/adulthood trauma was too 
coarse-grained and did not ask of specific traumas, which 
occurred very recently and/or in prison.
Next, the visual inspection of the association between 
age and adulthood trauma showed that the linear correla-
tion obscured the non-linear and U-shaped association: 
Both low and high adulthood trauma scores were asso-
ciated with older age, while medium adulthood scores 
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were observed among younger participants. Again, the 
quality of the data does not allow a deeper understanding 
of such kind of non-linear association; while intuitively it 
appears reasonable that older participants had a longer life 
time and thus more “chances” to experience more traumas 
as adults, this assumption is at odds with the opposite 
pattern of results: Older participants also reported very 
low scores of adulthood trauma. It is possible that the 
present pattern of results might be explained by further 
latent, but unassessed psychological variables which 
biased dimensions of adulthood trauma in opposite direc-
tions. While no definite answers could be given to these 
possibilities, future studies should carefully check their 
data for non-linear biases.
Our exploratory research question concerned the extent 
to which self-reported current trauma could be predicted. 
It turned out that the strongest predictors were the occur-
rence of childhood traumas and younger age, while 
descriptively being single or divorced was an additional 
predictor. Education, and dimensions of dissociations were 
not predictors. To turn another way around: Younger and 
single male incarcerated people with BPD and childhood 
trauma were at risk to suffer also from adulthood trauma, 
while a higher education was not a protective factor.
In the present study, the prevalence rate for dissocia-
tion was 33.3% (23 individuals), which is descriptively 
higher than the 10% value for college students,36 and 
descriptively higher than the prevalence rate of 3.4% for 
the general population in Kashan.37 Sar et al35 have 
reported prevalence rates of around 10% for dissociative 
disorders among inpatients and outpatients with psychia-
tric issues. In contrast, the prevalence rates in the present 
study were lower than those found for individuals with 
BPD; Brand and Lanius38 reported that 30% to 70% of 
patients with dissociative disorders also showed symptoms 
of BPD, while on the other hand, 41% to 72% of indivi-
duals with BPD are diagnosed with a dissociative disorder.
Despite the novelty of the results, the following limita-
tions warrant against over-generalization. First, the sample 
size was rather small, and a larger sample might have 
yielded other meaningful and significant results. Second, 
inclusion and exclusion criteria were such that only 
a restricted sample of male incarcerated people were 
assessed; thus, the results do not generalize to female 
incarcerated people, or to male incarcerated people with 
other than a diagnosis of BPD. In the same vein, a sample 
with “pure” participants with BPD and without further 
comorbidities could bear the risk to poorly reflect the 
clinical reality of individuals with BPD and a broad 
range of concomitant psychiatric issues. While thus the 
sample might be biased and poorly reflect what is daily 
seen in a prison, on the flip side, psychiatric issues such as 
substance use disorder, major depressive disorders, anxiety 
disorders or impulse control disorders could be ruled out 
to confound and bias the present pattern of results. Third, 
intake of psychotropic medications was not assessed, 
though it is entirely possible that sedative/hypnotics nega-
tively impacted on participants’ memory and concentra-
tion. Fourth, by nature, not all psychological and 
psychophysiological dimensions were assessed; it follows 
that further latent and unassessed psychological factors 
might have biased the present pattern of results. This 
holds particularly true, as both Favril et al10 and 
Verdolini et al11 showed that BPD, along with misuse of 
multiple substances and major depressive disorders, was 
highly associated with self-harming behavior. Given this, 
future studies should consider self-harming behavior as an 
important behavior-moderating factor. Fifth, the Traumatic 
Experience Checklist (TEC31,32) includes incarceration as 
a traumatic event during adulthood. While the decision 
was to keep the set of items of the questionnaire unaltered 
to avoid the risk of invalidating psychometrically the ques-
tionnaire, it is conceivable that this redundancy might have 
yielded a biased pattern of results.
Conclusion
Among a smaller sample of male Iranian incarcerated 
people with borderline personality disorders high rates of 
self-reported childhood and adulthood trauma were 
observed. Trauma and dissociation are not necessarily 
and above all not linearly associated. Linear correlational 
computations might obscure more complex associations 
between trauma and dissociation. Further studies should 
consider non-linear associations.
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